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Figure 1. Veinography from the left superior vena cava (white arrow), target vein for left lead (black arrow), and coronary sinus ostium (red
arrow).
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aMoroccoA 61-year-old man with long-standing nonis-
chemic dilated cardiomyopathy and New York
Heart Association III heart failure symptoms
despite guideline-directed medical therapy was
referred for consideration of cardiac resynchro-
nization therapy. His electrocardiograph showed
sinus rhythm with left bundle branch block(QRS = 172 milliseconds), and his left ventricular
ejection fraction was 25%. An attempt at a
standard transvenous cardiac resynchronization
therapy implant was complicated by the inability
of locating and cannulating the coronary sinus. A
veinogram from a left sided superior vena cava
was performed (Fig. 1) and demonstrated a
Figure 3. The chest X-ray showed both transvenous leads (right
atrium and right ventricle leads) and the left epicardial lead (arrow).
Figure 2. Steps of minimally invasive left ventricular lead placement by minithoracotomy.
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2016;28:283–284thebesian valve that occludes the coronary sinus
ostium. The patient was referred for minimally
invasive left ventricular lead placement by
minithoracotomy (Fig. 2). The chest X-ray (Fig. 3)
showed both transvenous leads (right atrium
and right ventricle leads) and the left epicardial
lead.
